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RADIOACTIVE ISOTOPE EXAMINATION REQUEST SHEET
�

� ����Ward: � ��������	����Family Name:� ����Name:� �
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�����Attending Physician:

� �����Room:
� ��������Father Name:� �����������Date of Birth:

� ����Bed:
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Date of Admission:

Time :
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Sex:  F
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�Weight: ����
�	� ���!"�Referring Hospital: �����	��������Date of Request
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Investigation Required: (Please indicate below)

Renal blood flowThyroid UptakeViews Needed

Schiling testP.B.i.131Blood Volume

Splenic sequestration Red cell survival  
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Symptoms:
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Diagnosis:
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Drugs:
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Remarks:
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